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NOTICES OF FINAL RULEMAKING

The Administrative Procedure Act requires the publication of the final rules of the state’s agencies. Final rules are those which
have appeared in the Register 1st as proposed rules and have been through the formal rulemaking process including approval by
the Governor’s Regulatory Review Council. The Secretary of State shall publish the notice along with the Preambie and the full
text in the next availabie issue of the Arizona Administrative Register after the final rules have been submitted for filing and pub-

lication.
NOTICE OF FINAL RULEMAKING
TITLE 9. HEALTH SERVICES
CHAPTER 22. ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM (AHCCCS)
: ADMINISTRATION
PREAMELE

L i
R9.22.101 Amend
R9-22-7112 Amend
R9-22-715 Amend
RS-22-716 Amend

. ; . )
Authorizing statutes: A.R.S. §§ 36-2903.01(H), (J), and (L), 36-2904(K, and 36-2908(C).
Implementing statute: A.R.S. § 36-2903.01(J) and 36-2904(K)

3 i
January 14, 1997

4 . . N .
2 AAR. 3044, May 31, 1996 (Notice of Docket Opening)
2 A.AR. 3976, September 13, 1996 (Notice of Amended Docket Opening)
2 AAR. 4220, October 11, 1996 (Netice of Proposed Rulemaking)

5. [13HE . And aqare () n,_"'l_l A111¢ l!;!!lll' B E 1}
Name: °  Cheri Tomlinson
Address:  AHCCCS, Office of Policy Analysis and Coordination

801 East Jefferson, Mail Drop 4200
Phoenix, Arizona 85034

Telephone: (602) 417-4198
Fax: (602) 256-6756

6. i i i ! H
Article 1: R9-22-101 adds and clarifies definitions related to hospital reimbursement. Definitions are added for accommodation,
ancillary, AHCCCS inpatient hospital day(s) of care, ancillary department, billed charges, capital costs, continuous stay, cost-to-
charge ratio, covered charges, encounter, ICU, Medicare crossover, medical education costs, medical review, NICU, outpatient
hospital service, ownership change, prospective rate year, same day admit/discharge, and total inpatient hospital days. The defini-
tions of the Data Resource Index, hospital, new hospital, operating cost, outlier, peer group, prospective rates, rebasing, tier, and
tiered per diem are revised to improve their specificity. The definition of routine services was deleted. The Article 1 definitions
are renumbered to reflect the additional terms.
Article 7: R9-22-712 is substantially revised to provide a more detailed description of inpatient and outpatient hospital rate-setting
methods and payment practices. it should be noted that, with the exception of the two new subsections on rebasing and direct med-
ical education, the revisions provide clarification of the process used to calculate hospital rates effective March 1, 1993, and to cal-
cuiate subsequent updates. This additional clarity is proposed in response to litigation filed against the Administration,
A new subsection is added which describes the data used in establishing reimbursement rates including both ¢laim and encounter
data and cost report data. New subsections are also added to describe the calculation of the statewide inpatient hospital cost-to-
charge ratic used for payment of outliers, treatment of unassigned tiered per diem rates, tier assignment, the annual update of reim-~
bursement rates, rates for new lospitals, rates in the event of an ownership change, rates for psychiatric and rehabilitation hospi-
tals, and specialty facilities.
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Two additicnal new subsections merit special attention: rebasing and direct medical education. Both subsections make substantive
changes. The rebasing subsection implements the provisions of S.B. 1283 regarding the timeframe for rebasing. This subsection
also describes the scope of rebasing and the changes to the tiered system that may occur. The direct medical education subsection
provides the flexibility for the Administration to reimburse hospitals for medical education costs directly rather than through the
tiered per diem rates system.

Several subsections of the rule are substantiaily revised to further clarify the computation of rates including: the operating compo-
nent, capital component, medical education component, outliers, and outpatient hospital reimbursement.

Technical corrections only are made to subsections addressing discounts and penalties, access to records, review of claims, claims
receipt, out-of-state hospital payments and prior period payments,

The revisions to R9-22-715 provide flexibility to hospital rate negotiations between contractors (health plans) and hospitals.
Finally, R9-22-716 has been updated to reflect provisions of 8.B. 1283 relating to transplants.

Not applicable.

The impact of the proposed changes are minimal. The proposed rule package provides further clarification to the hospital service
payment methodology currently provided in rule, statute, and Medicaid State Plan (which is submitted to and approved by the Fed-
eral Government}. The revisions proposed in this package do not change the reimbursement rates or methodology for caleulating
hospital rates provided March 1, 1993, to present, but rather provide additional detail relfating to the complex methodology used to
set hospital service reimbursement rates. The proposed rule also includes 2 new Sections, providing flexibility for reimbursing
direct medical education and for rebasing future rates.

The proposed rule packet will potentially benefit all persons directly affected by the rule (for example, AHCCCS, Arizona Depart-
ment of Bconomic Security, hospitals, health plans, taxpayers). Besides providing further clarification to the complex methodol-
ogy used 1o set rates, the proposed rule will potentially provide a benefit as the Agency resources currently spent on issues related
to the interpretation of the current rules can be redirected to provide other program functions.

The proposed new language in R9-22-712 provides the opportunity for AHCCCS to recognize new medical education programs in
existing hospitals prior to a rebase year. In addition, the new Section on medical education potentiatly allows AHCCCS to reim-
burse hospitals directly for Graduate Medical Education (GME) rather than including the payment in the tiered per diem. The cur-
rent methed includes GME in the tiered per diem and therefore in the capitation payments made by AHCCCS to health plans. This
current method, however, does not provide a method to ensure that hospitals with GME programs receive the GME payments that
are included in the health plan capitation rate. Also, the separation of GME from the tiered per diem rates and capitation rates
removes any disadvantage (due to the higher costs and rates associated with the GME program) that hospitals with GME programs

‘nay have in contract rate negotiations with AHCCCS health plans.

The revisions to hospital rate negotiations (R9-22-715) provide flexibility to rate negotiations between health plans and hospitals.

The revisions to specialty hospital payments (R9-22-716) are revised to comply with S.B. 1283 regarding transplantation services.
Both R9-22-715 and R9-22-716 have {} to minimal impact on persons directly affected by the rule.

ion of th between PLOfOSE

: p e change een the d es, ip o ple al nofices, and fins es (if applicable):
The changes between the proposed rules and the final rules are minimal. This is primarily due to the fact that AHCCCS provided

contracting hospitals and health plans with a “courtesy copy” of the draft rule packet prior to submitting the proposed rules with
the Secretary of State. Contracting hospitals and health plans submitted written comments on the draft rules to AHCCCS, and
many of these comments were incorporated into the proposed rule packet that was submitted to the Secretary of State.

The substantive differences between the proposed rutle and final rule include:
Grammatical, verb tense, and punctuation changes throughout;

Revised wording “adjustment factor equal to 4%” to read “adjustment factor based on available national data and Arizona experi-
ence in adjustments to Medicare-reimbursable costs™ (R9-22-712(A));

Removed words “or more” from outlier criteria language (R9-22-712 (A)(6)(2));
Inserted a reference to R9-22-716 {(specialty contracts) (R9-22-712(A));

Revised revenue codes for the NICU tier in the hierarchy chart to include 175 and 174, as appropriate by DOS (R9-22-712 (I));
and

Removed reference to pilot program rules (R5-22-718) under hospital rate negotiations (R9-22-715), This reference may be added
after the pilot program rules are final.

AHCCCS received approximately 100 comments on the proposed rule packet from four entities: the Arizona Hospital and Health
Care Association (AHHA], Arizona Physician’s IPA (APIPA), Phoenix Memorial Hospital (PMH), and Gammage & Burnham.
The majority of these comments resulted in a revision to the rule language.
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Approximately 23% of the comments were directed towards the definitions in R9-22-101. Of these, 95% resulted in language
being revised, with the remainder requesting clarification.

Approximately 75% of the comments were directed towards the hospital payment rules in Section R9-22-712. Of these, 25%
related to issues currently under litigation, 25% resulted in the language being revised, 30% requested clarification on various
issues, 10% requested that medical education payments be pulled out of the per diem rates, and the remaining 10% requested pol-
icy/language changes that were not made. The remaining 2% of the comments related to language clarification in Section R9-22~

715.

Thefollowing words-and-phrases-n In addition to definitions con-
tained in A.R.S. § 36-2901, the words.and.phrases in this Chapter
have the following meanings unless the consext explicitly requires
another meaning:
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12, “Acute mental health services™ means inpatient or outpa-
tient health services provided to treat mental or emotional
disorders, as necessary for crisis stabilization, evaluation
and determination of future service needs.

2.3, “AFDC” means Aid to Families with Dependent Children
under Title IV-A of the Social Security Act, as amended.

34, “Aggregate” means the combined amount of hospital
payments for covered services provided within the ser-
vice area. It also applies outside the service area.

45, “AHCCCS” means the Arizona Health Care Cost Con-
tainment System which is composed of the Administra-
tion, contractors, and other arrangements through which
health care services are provided to eligible persons.

&6, “AHCCCS disqualified dependent™ means a dependent
child residing in a household with an AHCCCS disquali-
fied spouse.

Page 493

11. y othe afte
Not applicable.
12, i
Not applicable.
13. Was this rule previously adopted as an emergency rule?
No.
14. The fulltext of the rules follows:
TITLE 9. HEALTH SERVICES
CHAPTER 22. ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM (AHCCCS) ADMINISTRATION
ARTICLE 1. DEFINITIONS &7, “AHCCCS-disquatified spouse” means the spouse of an
. MIMN or state emergency services applicant, who is
Seation finiti ineligible for AHCCCS MI/MN or stale emergency ser-
R9-22-101  Definitions vices benefits because the spouse's separate property,
ARTICLE 7. STANDARDS FOR PAYMENTS when combined with other resources owned by all house-
. hold members, exceeds the allowable resource limit.

* Section L ) 2.8, “AHCCCS hearing officer” means 2 person designated
R9-22-712  Paymenis by the Administration for Hospital Ser- by the Director o preside over administrative hearings
vices regarding eligibility appeals and grievances.

R9-22-715  Hospital Rate Negotiations “AHCCCS inpatient hospital day(s) of care” means the
R9-22-716  Specialty Contracts period of time beginning with the day of admission and
| ARTICLE 1. DEFINITIONS includes each day of an inpatient stay for an eligible per: -cach day of an inpatient stay ¢ I l Spet:

R9-22-101.  Definitions

8.10.“Air ambulance” means a helicopter or fixed wing air-
craft licensed under the Arizona Department of Health
Services and A R.S. Title 36, Chapter 21.1, as amended,
to be used in the event of an emergency to transport eligi-
ble persons to obtain services.

9.11.“Ambulance” means any motor vehicle licensed pursnant
to the Arizona Department of Health Services and A.R.S,
Title 36, Chapter 21.1, especially designed or con-
structed, equipped and intended to be used, maintained
and operated for the transportation of eligible persons
requiring ambulance services.

12, “Anciltary department” means the department of 3 hospi-

: p - ; y
WWWW hici iefined. in. the Medi Provid
Reimbursement Manual.

10:13.  “Appeal” means a review process initiated in accor-
dance with Article 8.

=14,  “Appellant” means any person or entify directly
affected by an adverse action, policy or decision whe ini-
tiates an appeal process.

12:15. “Applicant” means a person who submits, or on
whose behalf is submitted, a written, signed and dated
application for AHCCCS eligibility, but not for whom an
eligibility determination has not been completed.

13:16. “Application” means an official request for AHC-
CCS benefits made in accordance with Article 3.

417,  “Assignment” means enrollment of an eligible per-
son with a contractor by the AHCCCS Administration.
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hospital with 1 . ¢ Hoalth Servi
fned I the Medi Provider Reimburs Man.

15.20.  “Capped fee-for-service” means the payment mech-
anism by which confractors, subcontractors and other
providers of care are reimbursed upon submission of
valid claims for specific AHCCCS covered services and
equipment provided to eligible persons. Payments will be
made in accordance with an upper, or capped, limit of
paymernt as established by the Director.

3621, “Case record” means the file and all documents con-
tained therein which are used to establish eligibility.
¥7:22.  “Casualty ins:--:ce” means lability insurance cov-
erage refated to inj+ due to accidents or negligence.
18:23.  “Catastrophic coverage limitation™ means the finan-
¢ial limit as determined by the Director, beyond which
the contractor is not at risk to provide or make reimburse-
ment for treatment of illness or injury to members which
results from, or is greatly aggravated by, a catastrophic
occurrence or disaster including, but not limited to, natu-
rat disaster or an act of war, declared or undeclared,

which occurs subsequent o enroliment.

1924 “Categorically eligible” means those persons who
are eligible as defined by A.R.S. § 36-2901(4)(b} or who
are receiving Medicaid coverage from another state or
territory.

2025,  “Certification period” means the period of time for
which a person is certified as eligibie for ABCCCS bene-
fits.

2126, “Clean claim” means one that can be processed
without obtaining additional information from the pro-
vider of the service or from a third party. It does not
include a claim from a provider who is under investiga-
tion for fraud or abuse, or a claim under review for medi-
cal necessity.
mmmmmmmw]. ith the. day of discl oath of 1 ;

22.28.  “Contract” means a written agreement entered into
between a person, organization or other entitics and the
Administration to provide health care services to mem-
bers under the provisions of A.R.S. Title 36, Chapter 29,
and these rules.

2328, “Contractor” means a person, organization or entity
agreeing through a direct {prime) contracting relationship
with the Administration to provide those goods and ser-
vices specified by contract in conformance with the
requirements of such contract and these rules.

2430. “Contractor of record” means the organization or
entity in which a member is enrolled for the provision of
AHCCCS services.

2531, “Copayment” means a monetary amount, specified
by the Director, which the member pays directly to a con-
tractor or provider at the time covered services are ren-
dered.

32. “CCSI'IC'EhﬂIgE IﬁﬁQ” IEesns a hﬂsp'ﬂal’s COStS fQI pro:

‘- N ior 4al?
mmgﬂmmw . Ls covered
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26:33.  “County eligibility worker” means a county
employee designated to conduct eligibility interviews and
determinations for AHCCCS.

34, 3% H
Covered charges” means hilled_charges that represent
m&ssmwmnablz,_mmmnmw HOCCS. E ces it tieal revi

2735, “Covered services” means those health and medical
services described in Article 2.

2836,  “Current residence™ means the current dwelling
place of the family household whether it be a house,
mobile home, trailer, hogan, tent, or any shelter used as a
dwelling.

" X PSP ;
mmmmmmw ‘ce index f ve hospital reir}

3038,  “Date of application” means the date on which the
county eligibility office receives a completed and signed
Part I of the AHCCCS application form or receives offi-
cial notification from a provider of emergency services as
specified in Article 3.

3539, “Date of determination™ means the date on which a
decision of the applicant's eligibility or ineligibility as an
indigent or medically needy person, as an eligible low-
income child, or as a state emergency services person is
communicated by the county to the applicant by a Notice
of Action and, for eligible applicants, to the Administra-
tion as specified in R9-22-334.

32:40.  “Day” means a calendar day unless otherwise speci-
fied in the text.

3341,  “Deemed date of application” means the 30th day
foliowing either the original date of application or a pre-
viously deemed date of application. A deemed date of
application is established for an untimely application and,
for an untimely application, the deemed date shall replace
the original date of application in determining the house-
hold's assets and resources and determining the house-
hold's income.

3442, “Dependent child” means an unborn child or une-
marncipated person who is under the age of 18 or is age 18
if a full-time student in a secondary school, or in 2 voca-
tional, technical, or trade school that is directly linked to
the high school for which the student is receiving credits
to be applied toward graduation and who is reasonably
expected to complete the program before reaching age
19.

3543, “DES” means the Arizona Department of Economic
Security.

3644, “Determination™ means the process by which an
applicant is approved for coverage as an indigent or med-
ically needy person, an eligible low-income child, or a
state emergency services person. Determination includes
the decision by the county of an applicant's eligibility or
ineligibitity, the communication, for eligible applicants,
of the decision by the county to the AHCCCSA Notifica-
tion Unit, and the communication of the decision by the
county to the applicant by a Notice of Action.

3745, “Diagnostic services” means those services provided
for the purpose of determining the nature and cause of a
condition, iliness or injury.

3846, “Disenrollment” means the discontinuance of a
member's entitlement 1o receive covered services from a
specific AHCCCS contractor, and the member's name
being deleted from the approved list of members fur-
nished by the Administration to the contractor.
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3947 “Disqualified household member” means a person
who is ineligible for indigent, medically needy, eligible
low-income child, or state emergency services coverage
due to a refusal to cooperate with the Title XIX eligibility
process as required by state law.

40-48,  “Eligible assistance children” means those children
defined by A.R.S. § 36-2965.03(B).

4149,  “Eligible low-income children” means those defined
by A.R.S. § 36-2905.03(C) and (D).

4250, “Emancipated minor” means a person under age 18
who is married or divorced or in military service, or the
subject of a court order declaring the minor to be emanci-
pated (also see “Expressed emancipated minor™).

4381, “Emergency ambulance service” means:

a. Emergency transportation by a licensed ambulance
or air ambulance company or persons requiring
emergency medical services.

b. Emergency medical services which are provided
before, during or after such transportation by a certi-
fied ambulance operator or attendant.

4452, “Emergency medical condition” means a medical
condition (including emergency labar and delivery) man-
ifesting itself by acute symptoms of sufficient severity
(including severe pain) such that the absence of immedi-
ate medical attention could reasonably be expecied to
result in:

a  Placing the patient's health in serious jeopardy;

b.  Serious impairment to bodily functions; or

¢ Serious dysfunction of any bodily organ or part.

4833, “Emergency medical services”™ means services pro-
vided after the sudden onset of 2 medical condition mani-
festing itself by acute symptoms of sufficient severity
(including severe pain} such that the absence of immedi-
ate medical attention could reasonably be expected 1o
result in: :

2. Placing the patient's health in serious jeopardy;

b.  Serious impairment to bodily functions; or

c.  Serious dysfunction of any bodily organ or part.

5& 13 h}3 -

: -
ﬂmammdﬁmdlwmdﬂmgmw ho | fled with f :

;  servi 1 for which i :

46535,  “Enrollment” means the process by which a person
who has been determined eligible becomes a member of a
contractor's plan under AHCCCS, pursuant to the limita-
tions specified in these rules.

4756, “EPS.D.T. services” means early and periodic
screening, diagnosis, and treatment services for eligible
persons under 21 years of age. For the purpose of these
rules, the following meanings shall apply:

a.  “Barly” means, in the case of a family already
enrolied in AHCCCS, as early as possible in the
child's life or, in other cases, as soon as a family's
eligibility for AHCCCS has been established.

b, “Periodic” means at appropriate intervals estab-
lished by the Administration for screening to assure
that 2 condition; illness or injury is not incipient or
present.

¢, “Screening” means the use of quick, simple proce-
dures carried out among large groups of people to
sort out apparently well persons from those who
may have a condition, illness or injury and the iden-
tification of those in need of more definitive study.

For the purposes of the AHCCCS program, screen-
ing and diagnosis are not synonymous.

d.  “Diagnosis” means the determination of the nature
or cause of a condition, illness or injury through the
combined use of health history, physical, develop-
mental and psychological ¢xamination, laboratory
tests and X-rays.

e. “Treatment” means any type of health care or ser-
vices recognized under the state Plan submitted pur-
suant to Title XIX of the Social Security Act to
prevent or ameliorate a condition, illness or injury or
prevent or correct abnormalities detected by screen-
ing or diagrostic procedures.

4857,  “Equity” means the full cash or market value of a
resource minus valid liens or encumbrances.

4958, “Expressed emancipated minor” means a child
whose pareni(s) has (have) signed a notarized affidavit
indicating that the child is no longer under parental sup-
port and control, and that he (they) has (have) surren-
dered claim to state and federal tax dependency
deductions provided that the child is not living with a
specified relative acting 2s 2 legal or de facto guardian
and a court has not ordered custody with another person
Or agency.

$0:59,  “Facility” means any prernise owned, leased, used,
or operated directly or indirectly by or for a contractor or
its affiliates for purposes related to a contract; or main-
tained by a provider to provide services on behalf of a
contractor.

5560, “Factor” means an organization, collection agency,
service bureau or individual who advances money to a
provider for his accounts receivable which the provider
has assigned, sold or otherwise transferred, including
transfer through the use of a power of attorney, to the
organization or individual. The organization or individual
receives an added fee or a deduction of a portion of the
face value of the accounts receivable in return for the
advanced money. For purposes of this paragraph, the term
“factor” does not include business representatives, such
as billing agents or accounting firms as described within
these rules, or health care instiutions.

5261, “Fair consideration” means money, goods or ser-
vices which can be valued in terms of money that was
received in exchange for property or resources trams-
ferred, and that has a value equal to at least 80% of the
property or resources transferred.

53.62. “Federal emergency services” means emergency
medical services covered under 42 CFR 440,255, March
14, 1991, as described in herein and on file with the
Office of the Secretary of State, to treat an emergency
medical condition for a person who is determined eligible
pursuant to 42 CFR 435.406(b) and (c), March 14, 1991,
as described in herein and on file with the Office of the
Secretary of State.

54.63.  “Full cash value” means the current value on homes
and other real properties as determined by the County
Assessor's Office for the county in which the real prop-
erty is located.

3564, “Generic drug” means the chemical or generic
name, as determined by the United States Adopted
Names Council {U.S.AN.C.} and accepted by the federal
Food and Drug Administration (FDA), of those drug
products having the same active ingredients as prescribed
brand name drugs.

$6:63. “Grievance” means a complaint arising from an
adverse action, decision, or policy by a contractor, sub-
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contracior, noncontracting provider, nonprovider, county,
or the Administration, presented by a person or entity as
specified by Article 8.

5766, “Gross business receipts” means the total cash
received from the business activity.

5867, “Gross earnings from employment” means the total
payment received by an employee from an employer in
exchange for goods or services,

5968,  “Head of household” means the family household
member who assumes the responsibility for providing
AHCCCS eligibility information for the family house-
hold members in accordance with Article 3 of these rules.

60.69. “Hearing aid” means any wearable instrument or
device designed for, or represented as aiding or compen-
sating for impaired or defective human hearing, and any
parts, attachments or accessories of such instrument or
device.

6170, “High-risk pregnancy” means a pregnancy in which
the mother, fetus, or newborn is or will be at increased
risk for morbidity or mortality before or after delivery.

6271, “Hospital” means a health care institation that which
is licensed as 2 haspital by the Department of Health Ser-
vices under pursuant-te AR.S. Title 36, Chapter 4, Arti-
cle 2, as-ahospital; and certified as a provider under Title
X VI of the Social Security Act, as amended, or is cur-
rently determined to meet the requirements of sueh certi-
fication.

12-L L8 24

6373, “Incapacitated person” means any person who is
mentally or physically impaired to the extent that he is
unable to make or communicate responsible decisions
concerning his person.

86474, “Income in kind” means any non-cash item or ser-
vice received by an individua! from a person or organiza-
tion.

6575  “Indigent” means persons meeting income and
resource criteria pursuant to AR.S. § 11-297,

6576, “Inmate of a public institution™ means a person
defined by 42 CFR 435.1009, May 20, 1991, as described
in herein and on file with the Office of the Secretary of
State.

6777, “Interim change” means either a change occurring
after the date of application and before the eligibility
decision or a change occurring during the certification
period.

6%.78. “Legal guardian, conservator, executor, or public
fiduciary” means a person appointed by a court or other
protective order to be in charge of the affairs of 2 minor
or incapacitated person.

6979 “Legend drugs” means those drugs which under fed-
eral or state law or regulations may be dispensed only by
prescription.

2080,  “Liquid assets” means all property and resources
readily convertible to cash excluding a house or vehicle
owned by a family household member
Mtnﬁmaxg,fown.ehglble_pﬂsmwﬂLMs:dmmaL

memmmml'l‘iﬁi'i”!' Provider Reim! .

THR3.  “Medical equipment” means durable items and
appliances that can withstand repeated use, are designed
primarily to serve a medical purpose, and are not gener-
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ally useful to a person in the absence of a medical condi-
tion, illness or injury. This definition includes, but is not
limited to, such items as bedpans, hospital beds, wheel-
chairs, crutches, trapeze bars and oxygen equipment,

284 “Medical record” means a single, complete record
kept at the site of the eligible person's primary care physi-
cian which documents the medical services received by
the eligible person, including inpatient discharge sum-
mary, outpatient and emergency care.

73.86, “Medical services” means services pertaining to
medical care that are performed at the direction of a phy-
sician, on behalf of eligible persons by physicians, den-
tists, nurses or other health related professional and
technical personnel.

2487, “Medical supplies” means consumable items which
are designed specifically to meet a medical purpose.
7588 “Medically necessary” means those covered services
provided by a physician or other licensed practitioner of
the healing arts within the scope of their practice under

state law to:

a. Prevent disease, disability and other adverse health
conditions or their progression, or

b.  Prolong life. _

76.89.  “Medically necessary dentures” means partial or full
dentures and services that are determined to be the pri-
mary treatment of choice or an essential part of an overall
treatment plan designed to alleviate a medical condition
as determined by the primary care provider in consulta-
tion with the provider dentist.

7790, “Medically necessary sterilization” means steriliza-

tion to:
a.  Prevent progression of disease, disability or adverse
health conditions;

b. Prolong life and promote physical health. Steriliza-
tion for family planning is not included.

7891, “Minor” means an unemancipated person who is
under age 18.

7992, “New hospital” means any hospital for which sest

repors Medicare Cost Report data and elaims claim and
cncoanter data are wwere not available for hospifal rate
development from any owner or operator of the hospital,
either during either the initial prospective rate setting year
or fer rebasing,

93, ‘IIICH” means the neonatal in.tmsi]ii GAre U nit of & hos-

ital that has ¢ lassified Level 1 or Level Tl

80.94. “Noncontracting provider” means a provider who
has a contract or subcontract with the system and renders
covered services to an eligible person for whom such pro-
vider bears no contractual obligation.

8195  “Nursing facility (NF)” means an iastitution {or dis-
tinet part of an institution) defined by Section 191%(a) of
the Social Security Act, October 1, 1990, as described in
herein and on file with the Qffice of the Secretary of
State.

February 21, 1997




Arizona Administrative Register

Notices of Final Rulemaking

8296,  “Open enrollment” means a period of time during
which all currently enrolled members may select mem-
bership with another AHCCCS contractor when such
choice is available.

8397, “Operating costs™ means allowable accommodation
and ancillary department hospital costs excluding capital
and medical education gosts,

84.98. “Outlier” meens & hospital claim or elaims encoun-
ter in which the AHCCCS inpatient hospital days of care
have operating eest_costs per day that meet the criteria

2599, “Cuipatient health services” means those preven-
tive, diagnostic, rehabilitative or palliative items or ser-
vices which are ordinarily provided in hospitals, clinics,
physiciang' offices and rural clinics, by licensed health
care providers by, or under the direction of a physician or
practitioner, to an outpatient.

100, “Outpatient hospital service” means a service provided in
an_outpatient hospital setting that does not result in an

i missi
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86.102, “Palliative services” means those services required
1o reduce the severity or relieve the symptoms of a condi-
tion, iliness or injury.

87103, “Peer group” means those hospitals that which share
a common, stable, and independently definable character-
istic or feature which significantly influences the cost of
providing hospital services.

88.104. “Pharmaceutical services” means medically neces-
sary drugs prescribed by a primary care physician, a prac.
titioner, or other physician or dentist upon referral by a
primary care physician and dispensed in accordance with
these rules.

89-105. “Pharmacist” means a person licensed as a pharma-
cist under A.R.S. Title 32, Chapter 18.

96:106. “Pharmacy” means an establishment where prescrip-
tion orders are compounded and dispensed by, or under
the direct supervision of, a licensed pharmacist and which
is registered pursuant to A.R.S. Title 32, Chapter 18.

81107, “Physicians’ Current Procedural Terminology™
(CPT) means the manual published and updated by the
American Medical Association, which is 2 nationally
accepted listing of descriptive terms and identifying
codes for reporting medical services and procedures per-
formed by physicians and provides a uniform language
that will accurately designate mediczal, surgical and diag-
nostic services.

92108, “Physician services” meang services provided within
the scope of practice of medicine or osteopathy as defined
by state law or by or under the personal supervision of an
individual licensed under state law to practice medicine
ar osteopathy.

$3.109. “Practitioner” means physiciang' assistants and reg-
istered nurse practitioners who are certified and practic~
ing in an appropriate affiliation with a primary care
physician as authorized by law.

94:110. “Prepayment” means an arrangement in which a
contractor agrees to provide health care services for a

prospective, predetermined, periodic, fixed subscription
premium.

95:111. “Prescription” means an order to a provider for cov-
ered services, which is signed or transmitted by a pro-
vider authorized to prescribe or order such services.

96:112. “Preventive health care” means those health care
activities aimed at protection against, and early detection
and minimization of, disease or disability.

95113, “Prior authorization” means the process by which
the Administration or contractor, whichever is applicable,
authorizes in advance the delivery of covered services
contingent on their medical necessity.

98.114, “Prospective rates” means those inpatient or outpa-
tient hospital rates defined in advance of a the payment
period and representing full payment for covered services
infslt excluding any quick-pay discounts, slow-pay pen.

alties, non-categorical discounts, and third-party pay.
ments regardless of billed charges or individual hospital
COSts.
m ‘tE :s::::' : EIE :'ﬁa{”mﬁﬁnsmﬂ;ﬁ:iﬂdﬁﬂm Q:IQ"
her 1 of each vear 1o September 30 of the following year,
for the initial - hich i

between March 1, 1993, and September 30, 1994,

92116, “Public assistance” means benefits provided to a
person either directly or indirectly by 2 city, county, fed-
eral or state governmental agency based on financial
needs.

366:117, “Quality management” means a methodology used
by professional health personnel that assesses the degree
of conformance to desired medical standards and prac-
tices; and activities designed to improve and maintain
quality service and care, performed through a formal pro-
gram with involvement of multiple organizational com-
ponents and committees,

105118, “Radiological services” means professional and
technical X-ray and radioisotope services ordered by a
physician or other licensed health professional for diag-
nosis, prevention, treatment or assessment of a medical
condition. Radiological services include poriable x-ray,
radioisotope, medical imaging and radiation oncology.

462:119. “Rebasing” means the process by which whereby
new Medicare Cost Report data and AHCCCS claim and
encounter data are collected and analyzed to reset period-
ically reset m&anaimmMmansmd_pﬂr_mﬂm rates or

103:120. “Referral” means the process whereby an eligible
person is directed by a primary care physician to another
appropriate provider or resource for diagnosis or treat-
ment.

304121, “Redetermination” means the process by which an
AHCCCS member re-applies for a new eligibility certifi-
cation period prior to the expiration of the current certifi-
cation period. '

105:122. “Refusal to cooperate” means that a person has
refused to be interviewed by or has failed to provide
information or available verification to county or DES
eligibility staff or an eligibilily quality control reviewer,
or has refused to sign the Intent to Cooperate Form, or
has failed to keep a scheduled appointment without pro-
viding a reasonable explanation or has voluntarily with-
drawn from the application for federal benefits when such
an application is required by state law.,

186:123, “Rehabilitation services” means physical and respi-
ratory therapy, audiology services, and other restorative
services and items, excluding outpatient speech and occu-
pational therapy and hearing aids for eligible persons 21
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years and older, required to reduce physical disability and
restore the eligible person to an optimal functional level.

107124, “Residual services” means all services not covered
by AHCCCS that were available to county eligible indi-
viduals through county indigent medical care programs
on January 1, 1981.

108,125, “Retroactive coverage for medically needy, medi-
cally indigent, eligible low-income children, or state
emergency services persons” means the two-day period
prior to the date of determination during which AHCCCS
is responsible for payment of emergency services which
are not used to meet the household’s spenddown liability.

118:127. “Scope of services” means those covered, limited
and excluded services set forth in Article 2 of these rules.

111.128. “Separate property” means real and personal prop-
erty of a spouse, owned by such spouse before the mar-
riage, or acquired by gift, devise or descent after the
marriage.

112,129 “Service area” means the geographical area desig-
nated by the Administration within which a contractor
shall provide, directly or through subcontract, covered
health care services to members,

113,130 “Service location” means any location at which a
member obtains any health care service provided by the
contractor under the terms of a contract.

114131, “Service site” means the location designated by the
contractor at which members shall recelve services from
a primary care physician.

115,132, “Sick newborn® means an infant who is hospitalized
from the date of birth and who meets one or more of the
following: :

a.  Had a birth weight less than 1500 grams; or

b. Has a deteriorating or unstabilized condition requir-
ing admission within 72 hours of birth to a level IIf
perinatal care center, as defined by the Arizona Peri-
natal Trust, Recommendations and Guidelines for
Perinatal Care Centers in Arizona, 1987, as
described in herein and on file with the Office of the
Secretary of State; copies also are available at the
central office of the AHCCCS Administration; or

¢. Has respiratory distress syndrome requiring ventiia-
tor support; or

d. Has significant medical problems requiring care for
more than 72 hours in a fevel If or level HI perinatal
care center, as defined by the Arizona Perinatal
Trust, Recommendations and Guidelines for Perina-
tal Care Centers in Arizona, 1987, as described in
herein and on file with the Office of the Secretary of
State; copies also are available at the central office
of the AHCCCS Administration.

116133, “S.0BR.A” means Section 9401 of the Sixth
Omnibus Budget Reconciliation Act, 1986, as amended
by the Medicare Catastrophic Coverage Act of 1988, 42
US.C, 13%6a@(10ANIDAX), July 1, 1988, as
described in herein and on file with the Office of the Sec-
retary of State.

117134, “Specialist” means a Board efigible or certified phy-
sician who declares himself or herself as such and prac-
tices a specific medical specialty.
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138:135. “Social Security Administration (8SA)” means an
agency of the federal government responsible for admin-
istering certain titles of the Social Security Act, as
amended.

119.136, “Specified relative” means a nonparent caretaker of
a dependent child who is a grandmother, grandfather, sis-
ter, brother, stepmother, stepfather, aunt, uncle, first
cousin, niece, nephew, or person of preceding genera-
tions, A specified relative must be 18 or over to apply on
behalf of a dependent child, unless awarded custody by a
court.

120137, “Spend down” means the dollar value of incurred
medical expenses that the family household must have in
order 1o bring their net annual income within the eligibil-
ity income limit.

125138, “Spouse” means the husband or wife of an AHC-
CCS applicant or household member, who has entered
into a contract of marriage, recognized as valid by the
state of Arizona.

122.139. “State emergency services” means emergency medi-
cal services fo treat an emergency medical condition,
which services are covered under R9-22-217 for a person
who is determined eligible pursuant to AR.S. § 36-
2903.05.

123.140 “Subcontract” means an agreement entered into by a
contractor with any of the following:

a. A provider of health care services who agrees to fur-
nish covered services to members.

b. A marketing organization.

c. Any other organization or person who agrees 1o per-
form any administrative function or service for the
contractor specifically related to securing or fulfill-
ing the contractor’s obligations to the Administration
under the terms of a contract.

124.141. “SSI” means Supplemental Security Income under
Title XVI of the Social Security Act, as amended.

325142, “Third party” means any individual, entity or pro-
gram that is or may be liable to pay all or part of the med-
ical cost of injury, disease or disability of an AHCCCS
applicant or member.

126-143. “Tier” means a grouping of inpatient hospital ser-
vices into levels of care based on diagnosis, procedure or

and revenue codes, peer_group, or NICU classification

level, or any combination of these ifems.

327.144, “Tiered per diem” means a payment structure in
which payment is made on a per-day basis depending
upon the tier into which a-dayfalls inpati
hospital day of L

322.145, “Third party Hability” means the resources available
from a person or entity that is or may be, by agreement,
circumstance or otherwise, liable to pay all or part of the
medical expenses incurred by an AHCCCS applicant or
eligible person.
ml £ : 3 ]
favs. including all hospital sut i " i

from the Medicare Cost Report for all payors, Observa-

tion days and swing hed days are not included.

129147, “Untimely application™ means an MI/MN applica-
tion for which the date of determination is later than the
30th day following the date of application or, if the head
of the household has agreed in writing to an extension,
later than the 60th day following the date of application.
For MI/MN-8.0.B.R.A. dual applications, when the com-
pleted application has been submitted to DES within 30
days after the date of application but DES has not deter-
mined $.0.B.R.A. eligibility within 30 days after the date
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of application, the application for those household mem-
bers for whom S.0.B.R.A. eligibility is being determined
is not an untimely application if the date of determination
is not later than the tenth working day after a determina-
tion of S.0.B.R.A. eligibility has been made by DES or
the 20th working day after the application was forwarded
to DES, whichever is earlier.

130.148. “Utilization control” means the overall accountabil-
ity program encompassing guality management and utili-
zation review.

131.149. “Utilization review” means a methodology used by
professional health personnel that assesses the medical
indications, appropriateness and efficiency of care pro-
vided.

132:150, “Work-related expenses” means non-reimbursed
expenses related to employment for travel, meals, lodg-
ing, uniforms, licenses for employment, unior dues,
tools, or material required for employment.

ARTICLE 7. STANDARDS FOR PAYMENTS

yices

A,

February 21, 1997

Inpatient hospital reimbursement. Payment-by-the The Admin-
istration shal pay for covered inpatient acute care hospital ser-
vices provided to eligible persons with admissions on and after
March 1, 1993, shall-be-made on a prospective reimbursement

basis. Ihe Prospeetive prospective rates shall represent pay-
ment in full, excinding guick-pay discounts, slow-pay penal

ties, noncategorical discounts, and third-party paymenis for
both accommodation rewting and ancillary department ser-
vices. The rates shall include reimbursement for operating,
mﬁwmmmmwm”mwamﬂmmim

Administration shall classify Bash gach AHCCCS inpatient
bospital day of gare a-hospital-stay-shall-be-classified into 1
mﬁsxnmlmmaammmﬂmmﬂzmmdmdfm

payment purposes. This The rate for 2 particular tier is referred
o as the tiered per daem rate of reimbursement. I.lnni_timnmﬁ
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b. Claim and encounter data. For the database, the

2]

Gempeneats—ef prospective tiered per
d1em me&heéelegy

mﬁesp;eals*s&m&—;ees%—pwﬂmﬁ—ﬁgme{mg
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Reates rate for

for each tier shall be
set by dividing total stalewide or peer group
hospital costs identified in subsection (AX2)a)
within the txer by the total number of days

o that. & ‘1'.1".1113' loutat

b,  Medical education component.

i

Volume 3, Issue #8

Establishing-reimbursementrates: Caloulation

of medical education costs and component rate.
- ;

€h H;SP*‘&LS shall E 363; ve pay *‘;G‘“ o ;’9*“1; .3**1

EQHEE{E:‘ H -;E IEIEE ] 5‘2 EE‘S’ShEuIE
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. Administration shall calculate o ;

l fical educati ¢ the tiered
per diern rate set on a hospital-specific basis
; e dail ‘. PRI

total direct medical education costs listed on
the hospital’s Medicare Cost Report, The medi-

factor. to-Mareh-1,1993the-midpeint-ofthe

& | modical educati
Todexi tical educati \
medical education

add-on-payments-shall-be
indexed component for te cach tier by the a rel-
ative weightfacter weighting of that Her's

mmmgmpmﬂ.&&a&pﬂanngﬂm
pent of all tiers. The relative weight weighting
factor is for each of the hospital’s ters shall be

calculated by dividing each fier’s operating
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a_lms;maLhﬂ_an_cmslmg_mﬂdmal_admanm] iz refl { m its Medi C shﬂuﬁtjhaimimihuamtalmmnﬁnﬂx” ” T d { hospital-specifi
medical education component that reflects only RATE YEAR SPECIFIC  WIDE
Medicare Cost Repord. 10/1/94-9/30/95 80% 20%
€, Cap:ta] component. 10/1/95-9/30/96 0% 30%
i 10/1/96-9/30/97 60% 40%
10/1/97-9/30/98 50% S0%
10/1/98-9/30/99 40% 60%
10/1/99-5/30/00 30% 0%
10/1/09-9/30/01 20% 30%
Durmg thc phase«;ﬂ lﬁ.ys:a: pencd hﬂgmnmg Onand.afler-10/01/02 0% J00%
ith 1 | ; v B l for 11 ital .
for the capital reimbursement component of the blend of the statewide and hospital-specific
siered.per diem. rate shall represent a blend of costs, the canital component shall not be further
statewide and individual hospital capitai costs inflated to the mid-point of the initial prospec-
in accordance with AR.S. § 36-2903.01()(9%). ive rate year,
Ammmmmm - - vi. a_nemal . .
ﬁmm%mm - WMWW. et : capi-
mmmm&mw inel o for i " Admmlslxatmn,shaﬂ.mdﬁx,thﬁ.za&ﬁ.ﬁmm ioll ba indened for 1o
bination of the capital and operating compo- each tier by a the relative weight weighting fae-
tor of that tier’ . i
ii. Calculation of statewide capital costs and state- operating component of all tiers. The relative
wide capital component rate. The capital costs weight weighting factor is for gach of the hos-
associated with inpatient hospital care shall be ;ma; s tiers shal! be calculated by dwidmg each
for operating costs in subsection (AM2)a)LL Wmmmmm. £
mmﬂmmw " : Wmmmmw p .
WMW ; p mmmmmmm , —
Qp_ezanng_cgﬂs_and_mcdma]_edncatm_msis' . dmmmm;&w ’ . -
fmm_thc_msis_detemunnd_ﬂhmhﬁ_mﬂam- : : o Wﬂm&w S P "
MMMMW . p MM e_i the-hospitals ter-oper
Wmmm ; ; atng-rates by-the-weighted a'g.*ag.g of-all-the
WJM@&DRIM i et e;a_e*asmg;altas éa.; thathospital .
mmmﬂmmh&mw S Qﬁd. a:;’ﬂg FatesLuring Eha. 16 rear F;mg. #
hgsmlal_hy_mmdﬂ_ad;usﬂmm_faﬂnnhas&d_an. - . . period,and-bet WO oars m, "i**s.'h the-reim
MMMMW . - - bursement-system-is ;eba.s:sé capital-payment
m.ad;u&ﬁnﬁmmmdgdxmmbumabmﬂ d ; 2l ital : SQ_)han;f updated asl follows
shall be calculated by dividing the resuliing ment—shall—be—inflated by the—Data
BHQQCS. mpﬂ_ﬁgn' ¢ hospital days of care 2 The-hespital-spesific-part-of the-payment
q } inthe cl j iatal : . .
i : el > shall--be--sevised us.*“g, ugdass_d eapital
WMMW P > 6o5ts g:*e*“ the-hospitals Medwm_ “GG’_ 5t
Wﬂmﬁmﬂw e Py Repor—The-porcentage-change-in-capital
mmmmmw ; : costs-per-day-shows-on-the Medicare-Cost
WMWWWW P " T ieege_;s from-one-y earto é;e_ heit sh_all be
MMMMM - . " - aﬁﬁ;wé. to-the hesﬁ'“&l speciiic-portion-of
Mmmm@mmw ; i the cap *E&;_ paymeat:
Mﬁmanduiacimmmnﬂamd_m_nem . . ey _hasp;sals Capital-relmbursementfor REW
MMCQSJWMW : hespitals-shall b,s equat-to—the average eap&_sa}
af&amfm.ﬂﬂ.haspﬁaLmﬂnﬂmLm_thﬁ.clmml fagal ee]st.pe; éab. ? aed méei.ied- aceording to-statewide
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&  The-Adminisiation shalt identiS-hospitals-in-whic
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of the initial prospective rate vear, the Administra- 3.6. Outliers. The Administration shall reimburse hospitals

for AHCCCS inpatient hospital days of care identiffed as
the federal fiscal vear period heginning 2 vears oufliers in accordance with this Section by multiplying
before the prospective rate year that is being the covered allewable charges on a claim by Hmes the
updated. For the annnal update for the prospective statewide inpatient hospital cost-to-charge ratio.
heginming Octol 096, the clai a
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4.7, Transplants. The Administration shall reimburse hospi-
tals for an AHCCCS acute-care inpatient stay in which a
covered organ transplant is was performed either through
the terms of a relevant contract agreement. ;—of-in-the
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1L Soecialty facilifies. The Administrati .

Outpatient hospital reimbursement. Payment—by—the The
Administration shall pay for covered outpatient acute-care hos-
pital services provided to eligible persons on and after March
1, 1993, shall be-made at the AHCCCS hospital-specifie out-
patient hospita] cost-to-charge ratio, multiplied by the allowed
covered elaim charges billed-charges-that-represent-covered

services-and-are-redicallynecessary,

tient hospital reimbursement. The Administration. shall
compuis the cost-to-charge ratio is-computed-for-sach
hespital on.a.bospital-specific hasis by determining the
sovered charges and costs associated with treating eligi-

ble persons in an outpatient setting at each on-a hospital-
spesitic-basis hospital. Outpatient operating and capital
costs shail be included in the computation but outpatient
NI%Q-}G&[- mz.dmai educatxon costs ape-exeluded—ﬁpem-&he

; ino 1 I ient hospital

cost=to-charge ratio,

2.  New hospitals. The Administration shall reimburse New
new hospitals shall-be-reimbursed at the weighted ABHC-
&GS statewide average outpatient hospital cost-to-charge
ratic multiplied by govered allowed charges. The Admin-
istration shall continue 1o use the statewide average oute

Hospitals hospitals shall-net-be—reimbursed for emer-
gency room treatment, or observation hours, or gther out-
patient_hospital _services performed on an outpatient
bas;s,.a.s.descnhad.m.s.uhse&tm(ﬁ). if the eligible person
is admitted on-the-same-day as an inpatient to the same
hospital directly from the emergency room, observation,

Page 505

Discounts and penalties. Payment-by-the The Administration
for shall subject all inpatient hospital admissions and outpa-
tient hospital services on and after March 1, 1993, shall-be
subjest 10 quick-pay discounts and s!ow‘pay penalties in
accordance with Laws-1993 Chapter-6;-§-29:-Laws-1992.

+ 2 £l

il ) 3 £l El

; and AR.S. § 36~
2903.01(1){6).
Access torecords. Subcontracting and noncontracting provid-
ers of outpatient or inpatient hospitat services shall not with-
hold access to medical records regarding eligible persons and
shalil in all other ways fully cooperate with the Administration
or its designated representative in performance of the Admin-
istration's utilization control activities. Failure to cooperate
may result in dental or non-payment of claims.
Prior authorization, Failure to obtain prior authorization
required by R9-22-210 shall be cause for denial or nonpay-
ment of claims.
Review of claims. Regardiess of prior authorization or concur-
rent review activities, the Administration may shall subject all
hospital claims, te-include ingluding eutlier outlicrs elaims.are
subjest to prepayment medical review, gr sad post-payment
review or both by the Administration. Post-payment reviews
shall be consistent with AR.S. § 36-2903.01{0) and errone-
ously paid claims are subject to recoupment. If prior authoriza-
tion was given for a specific level of care but medical review
of the claim indicates that a different level of care was appro-
priate, the Administration may adjust the claim to reflect the
more smest appropriate level of care, such-adjustmentto which
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shall be effective on the date when the different level of care
was medically appropriate,

Claim receipt. The Administration's date of receipt of inpatient
or outpatient hospital claims is the date the claim is received
by the Administration as indicated by the date stamp on the
claim and the claim reference number. Hospital claims will be
considered paid on the date indicated on disbursement checks.
Denied claims will be considered adjudicated on the date of
their denial, Claims that are denied and are resubmitted will
receive new date stamps. Claims that are pending for addi-
tional supporting documentation from hospitals will receive
new date stamps upon receipt of the additional documentation,

except as provided under R9-22-717, Claims that pend for
ditional ingr d ion shall ot 1 T

Timeframes for submitting submittal-of
claims and the definition of a clean claim are
this-subsectionshall-be consistent with A R.S. § 36-2904.
Out-of-state hospital payments, Payment-by-the The Adminis-
tration shall.pay for covered hospital services provided to eli-
gible persons by out-of-state hospitals shali--be—made at
negotiated discounted rates, the Axizona statewide average
inpatient or outpatient cost-to-charge ratio multiplied by cov-
ered allowed charges or, if reasonably and promptly available,
the Medicaid rate that is in effect at the time services are pro-
vided in the state in which the hospital is located, whichever is

lowest.

Prior period. payments, Payments-by-the The Administration
shall pay for covered hospital services, provided to eligible
persons with inpatient hospital admissions and outpatient hos-
pital services prierte before March 1, 1993, shall-be-made pur-
suant to R9-22-706.

Hierarchy. For Tier Assi

TIER IDENTIFICATION ALLOWED
CRITERIA SPLITS
MATER- A primary diagnosis defined as | None

NITY maternity 640.xx-643 xx,
644.2%-676.xx, v22.5% « v24.xx
or v27.xx.

NICU Revenue Code of 175 for DOS | Nursery

before 10/1/95 AND the pro-
vider has a Level If or Level Ii
NICU, or Revenue Code of 174
for DOS on, or after 10/1/95
AND the provider has a Level II

or Level [II NICU.
ICuU Revenue Codes of 200-204, | Surgery
207-212, or 219, Psychiatric
Routine

SURGERY | Surgery is identified by a reve- | ICU

nue code of 36x. To qualify in
this tier, there must be a valid
surgical procedure code that is
not on the excluded procedure
list,

PSYCHI-
ATRIC 114, 124, 134, 144, or 154 AND

Psychiatric Revenue Codes of | ICU

Psychiatric Diagnosis = 290.xx -
316.xx. If a routine revenue
code is present and all diagnoses
codes on the claim are equal to
290300 316.xx, classify as a
psychiatric claim.

NURSERY | Revenue Code of 17x, not equal | NICU

10173 0r 174,

ROUTINE { Revenue Codes of 100 - 101, | ICU

110-113, 116 - 123, 126 - 133,
136 - 143, 146 - 153, 156 ~ 159,
16%, 206, 213, or 214.

R9-22-715. Hospital Rate Negotiations
A. Effective for inpatient hospital admissions and outpatient hos-

pital services on or after March 1, 1993, contractors that nego-
tiate with hospitals for inpatient or outpatient services shall
reimburse hospitals for member care based on the prospective
tiered per diem amount or the AHCCCS hospital-specific out-
patient cost-to-charge ratio multiplied by allowed charges set
forth in A.R.S. § 36-2903.01 and R9-22-712 or at the negoti-
ated rate that, when considered in the aggregate with otber
hospital reimbursement levels, does not exceed what would
have been paid pursuant to A.R.S. § 36-2903.01 and R9-22-

712,

1. Contractors may engage in rate negotiations with hospi-
tals at any time during the contract period.

2. Within 7 seven days of the completion of the agreement
process, contractors shall submit copies of their negoti-
ated rate agreements, to include all rates, terms, and con-
ditions, with hospitais to the Administration for approval.
Contractors shall demonstrate to the Administration that
the effect of their negotiated rate agreement will, when
considered in the aggregate, be the same as or will pro-
duce greater dollar savings than what would have been
paid pursuant to A.R.S. § 36-2803.01 and R9-22-712.
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a. To demonstrate the aggregate effect of its negotiated
rate agreement, contractors shall present their
assurmptions related to projected utilization of vari-
ous hospitals to the Administration. The contractor
may consider inpatient assumptmns related to:

L member Member mix;

i, admissiens Admissions by AHCCCS-specified
tiers;

iil. awverage Average length of stay by tier and pat-
tern of admissions, excluding emergency
admissions;

lv. euthers Quiliers;.and

w e '

b.  The contractor also may consider outpatient assump-
tions related o member mix and outpatient service
utilization. The Administration reserves the right to
approve, deny, or require mutually-agreed-to modi-
fications to these assumptions. Eailure—to—obtain
Administration-approval-wilk-limit-the-contractorto
362003 81-and-RH-22-742-

c. When contractors adjust or modify their assump-
tions, the reason for the adjustment or modification
shall be included, as well as the new assumptions.
Any changes change in assumption
is subject to approval, denial, or mutually-agreed-to
modifieations modification by the Administration.

d. To determine whether # the negotiated rate agree-
ment produced reimbursement levels that did not in
the aggregate exceed what would have been paid
pursuant to ARS. § 36-2903.01 and R9-22-712,
contractors shall require their independent auditors
to evaluate the reasonableness of their assumptions
as part of the annual audit. The independent auditor's
audit progratn shall be consistent with AHCCCS
audit requirements and shall be prior approved by
the Administration.

e. Negotiated inpatient or outpatieni rate agreements
with hospitals where with whigh 4 eentracters con-
tractor has hawve a related party interest are subject to
additional related party disclosure and evaluation.
These Such evaluations are in addition to the proce-
dures described abeve in subsection (AY2M<) and
shali be performed by the contractor’s independent
auditors auditor, or, at the confractor’s s option,
additional evaluations may be performed by the
Administration.

f. The Administration may subject 2 the contractor’s
independent auditor's report fo any suek examination
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or review necessary to ensure accuracy of any or all
findings related to aggregate rate determinations.

g The Administration shall use its standards, consis-
tent with the Request for Proposals and R9-22-502,
o determine #-the whether 2 contractor’s inpatient
or outpatient hospital subcontracts will would Jimit
the availability or accessibility of services. The
Administration reserves the right to reject hospital
subcontracts that limit a the member's availability or
accessibility of services.

B. The Administration may negotiate or contract with hospitals
on behaif of contractors for discounted hospital rates- and may

Negeﬁateé negoiiated discounted rates may-be
required-to be included in contracts between contractors and
hospitals.

C. The Director shall apportion any cost avoidance in the hospital
component of provider capitation rates between the Adminis-
tration and provider. The Administration's portion of the cost
avoidance shall be reflected in reduced capltanon rates paid to
providers.

R9.22.716.  Specialty Contracts

The Director may at any time negotiate or contract on behalf of pro-
viders, noncontracting providers, and the Administration for spe-
cialized hospital and medical services—Such-servicesmay-include
including, but are not limited to, neonatology, neurology, cardiol-
ogy, and burn care. If the Director has-contracted contracts for such
specialized services, contractors of record may be reguired to
include the sush services within their delivery networks and make
contractual madifications necessary to carry out this Section. Spe-
cialty contractors shall take precedence over all other contractual
arrangements between contractors of record and their subcontrac-
tors. Specialty contractors may require interim- payments to spe-
cialty contractors on behalf of contractors of record for contract
services received by members. Suek Interim payments o speciaity
contractors may be deducted from capitation payments, perfor-
mance bonds, or other ke monies for payment on behalf of con-
tractors of record E%Mmpaﬁe*ﬁ—%msp%&l—aémss&eas—aad
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TITLE 9. HEALTH SERVICES

CHAPTER 28. ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM (AHCCCS)
ARIZONA LONG TERM CARE SYSTEM

EREAMBLE
1.  Sections Affected Rulemaking Action

Article 3

R9-28-301 Repeal

R9-28-301 New Section
R9-28-302 New Section
R5-28-303 Repeal

R9-28-303 New Section
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R9-28-304 New Section
R9-28-305 New Section

Authorizing statute: ARS. §36-2932(")
Implementing statutes: A.R.S. §§ 36-559, 36-2901, 36-2931, 36-2932(Q), 36-2933(B), 36-2936, and 36-2958

January 14, 1997

A list of ail previous notices appearing in the Register addressing the final rule:
1 AAR. 1119, Juiy 21, 1995 (Notice of Emergency Rulemaking)
2 A.AR. 654, January 12, 1996 (Notice of Proposed Rulemaking)
2 A.AR, 805, January 26, 1996 (Notice of Emergency Rulemaking)
2 A AR, 973, February 16, 1996 (Notice of Public Hearing on Proposed Rulemaking)
2 A.AR. 1641, May 3, 1996 (Notice of Rulemaking Docket Opening)
2 A.AR. 3002, May 31, 1996 (Notice of Termination of Proposed Rulemaking)
2 A.AR. 3004, May 31, 1996 (Notice of Propesed Rulemaking)
2 A.AR. 3044, May 31, 1996 (Notice of Rulemaking Docket Opening)

The name and address of agency personnel with whom persons may communicate regarding the rulemaking:
Name: Cheri Tomlinson, Policy & Rules Administrator

Address:  AHCCCS Administration, Office of Policy Analysis and Coordination
801 East Jefferson, Mail Drop #4200
Phoenix, Arizona 85034

Telephone Number: {602) 417-4198
Facsimile Number: (602) 256-6756

An explanation of the rule, including the agency's reasons for initiating the rule:
The Administraticn is repealing R9-28-301 and R9-28-303 and has adopted R9-28-301, R9-28-302, R9-28-303, R9-28-304 and
R9-28-305. The adopted rules will replace emergency rules and are necessary to comply with rule making provisions of ARS. §
41-1001 et seg. for the preadmission screening (PAS) process used by the Administration to determine medical eligibility for
applicants, eligible persons and members for long-term care services provided through the Arizona Long-Term Care System
{ALTCS) program.

AHCCCS has conducted preadmission screening for ALTCS applicants, eligible persons and members since the beginning of the
ALTCS program in 1988. During this time, the PAS instrument and the PAS process have been utilized under the general authority
of AR.S. § 36-2936 and A.A.C. Title 9, Chapter 28, Article 3. A.R.S. § 36-2936 requires that the agency adopt rules to estabiish a
uniform statewide PAS program to determine medical eligibility for the ALTCS program.

The current rules, R9-28-301 and R9-28-303, have been challenged by Community Legal Services and the Arizona Center for Law
in the Public Interest in Shea and Lacy et al. v Chen, et al. (Maricopa County Superior Court, No. CV 93-18886), as not properly
apprising applicants, eligible persons and members of the medical eligibility requirements for ALTCS. Plaintiffs are requesting
that the agency adopt more detailed rules that include:

»  Definition of terms used by PAS assassors, including scoring definitions;

+  Elements that are scored as well as the weights given;

¢ Standards for making a determination that a physician review is required;

- Definition of what it means to require an institutional level of care; and

»  Standards for when the PAS will be completed by a nurse or a social worker.

The Court granted Plaintiffs' motion for summary judgment, indicating that the agency's more detailed preadmission screening
policies should be “rules” subject to the rulemaking requirements of the Arizona Administrative Procedure Act.

In May 1994, Judge Rapp signed the Court Order. The Order requires for a period of 90 days from the date of the Order, or until
changes to Article 3 have been promuigated pursuant to the Administrative Procedure Act, that AHCCCS use the proposed rule
adoptions attached to the Qrder to determine medical eligibility for ALTCS services.

The PAS is a prerequisite to continued federa! funding of the ALTCS program. Overall, the adopted PAS rules reflect conformity
with federal Title XIX (Medicaid) requirements and requirements to retain federal monies for the ALTCS program, as mandated
by A.R.S. § 36-2932(Q), which serves over 20,000 Arizonans.

The zbsence of PAS rules would leave the agency with no ability to guide the persons making assessments of functional, medical,
and nursing needs for institutional level of care, either for new applicants or for those current ALTCS members whose eligibility is
required to be redetermined annually. Fhe current PAS instrament determines the need for institutional level of care so that the
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Administration is able to provide the necessary care to individuals in need of an institutional level of care. The agency is also able
to satisfy the federal government’s requirement for a PAS as a condition of the AHCCCS waiver.

Finally, a summary of each of the adopted rules follows:

R9-28-301. Definitions. The Administration has added definitions of terms which are specific to the medical eligibility deter-
mination process for the ALTCS program. These are terms which are not used elsewhere in the ALTCS rules. Those other
general ALTCS words and phrases are defined in R9-28-101 and in statute, AR.S. §§ 36-2931 (ALTCS) and 36-2901 (AHC-
CCS, acute care). It should be noted that the new rule definitions were requested by Plaintiffs in Shea and Lacy v. Chen.

R9-28-302. General Provisions. The Administration has significantly expanded on the rule of the same name proposed for
repeal, the current R9-28-301. The new rule implements A.R.S. §§ 36-2933(B) and 36-2936, statutes which mandate pread-
mission sereening to determine if applicants are eligible for ALTCS institutional level services, This rule lays the groundwork
for the PAS process and sets forth procedural steps for utilization of specific PAS instruments described in the 2 following
rule adoptions, R9-28-303 and R9-28-304.

R9-28-303. Preadmission Screening for Elderly and Physically Disabled Individuals. The Administration has implemented
that portion of A.R.S. § 36-2936(A) which calls for a PAS “instrument that assesses the functional, medical, nursing and
social needs of the applicants.” The rule describes assessment categories, details the scoring calculations and indicates points
available and weights. Usage of this PAS instrument specifically for the elderly and physically disabled (EPD) population
dates to 1992, when it was determined that separate PAS instruments were needed for EPD applicants and applicants with
developmental disabilities due to the unique nature of those 2 distinet populations.

R9-28-304. Preadmission Screening for Individuals with Developmental Disabilities. The Administration has also imple-
mented A.R.S. § 36-2936(A), and does so for individuals with developmental disabilities in accordance with AR.S. § 36-559.
Similar to the preceding rule, this Section describes assessment categories, details the scoring caloulations and indicates
points available and weights. This rule reflects certain age-specific variables concerning risk of institutionalization, in line
with differing developmental needs of children and other applicants over their lifetimes.

R9-28-303. Reassessments. The Administration revised the language contained in the cumrent R9-28-303. R9-28-303 will be
replaced and a New Section R9-28-303 wili prescribe rules for reassessment. The new rule implements that portion of ARS8,
§ 36-2036(B) which states that “the Administration shall establish guidelines for the periodic reassessment of each member™.
The rule Section sets for the standards for such reassessments and indicates timeframes for conducting them. In the latter
instance, the new Section goes beyond the old rule to identify specific exceptions to the usual annual intervals.

Not applicable.

The language in these rules clarifies the implementation of A.R.8. § 36-2936, which was adopted by the Administration to comply
with federal requirements for Medicaid long-term care services, and to comply with the provisions of AHCCCS’ agreement with
the Health Care Financing Administration to operate under a section 1115 waiver, Therefore, any economic impact resulting from
this rule language is more likely a product of statutory and federal compliance, than of revised rule language.

The economic impact of these provisions are minimal. AH persons directly affected by these provisions receive a benefit because
compliance with the federal requirements helps to assure Arizona that federal dollars will be provided for the ALTCS program.
‘Without the federal doilars the ALTCS program would have to be funded entirely by the State. Some cost shifting could occur, as
persons with DD who were previously served by AHCCCS are now served by the Department of Economic Security (DES), and
vice versa. The denial rates for initial applicants using the revised PAS have remained constant with the denial rates for initials
using the previous PAS. This suggests that the revised PAS process is not denying more persons, but that it is more reliably and
consistently selecting those DD persons who require the level of care provided in a nursing facility or ICF-MR.

g ) 3 NaNnge DETW H~ ' 1 dIng R LS [35) k. 300G £ ~ .llil‘
Rulemaking had begun several months ago but, due to an administrative technicality, the process had to be terminated and begun
again (see Notices in the May 31, 1996 edition of the A AR.). During that prior rulemaking action, numerous oral and written
comments were received during the public comment period and public hearings (these are detailed in the Concise Explanatory

Statement). In response to the comments, the following clarifying changes were made and have been incorporated into the rule text
found in Item 14 of this notice:

Change 1. One commenter indicated that it was unclear if the PAS assessor was employed by a nursing facility or AHCCCS.
The word “Administration” was added before the word “assessor” in R9-28-302(C) to clarify that the assessor that performs
the PAS is an employee of the agency.

Change 2. Clarified the intent of R9-28-302(H) by revising proposed language, which read “... require care that can only be

provided at the nursing facility or ICF-MR...”, t0 more accurately read “...require the level of care that is provided at a nursing
facility or [ICF-MR...".

Change 3. Added the phrase “...and may be referred by the assessor for physician review.” to the end of R9-28-305(B). This;
change clarifies that, similar to the process allowed for initial PAS assessments, during a reassessment of eligibility, assessors
may request a physician review if PAS results indicate an individual is not eligible for ALTCS or the transitional program.
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Change 4. In addition to the changes mentioned above, GRRC staff reviewed the adopted rules and recommended style
changes and other revisions to conform with and adhere to the format required by the Secretary of State’s rulemaking guide-
lines. The vast majority of these rule language changes have been incorporated into these adopted rules. The agency aiso
reviewed the matrices in R9-28-304(D), since GRRC staff comments made it apparent the information they contained could
be confusing, and clarified the matrices. In the emergency rules, the agency used similar formats for the matrices in R9-28-
303(C) and R9-28-304(D) - each included columns on the right side that identified the range/scale of total points available.
Since some of the questions in the PAS tool for individuals with developmental disabilities do not have a weight, (that is, the
score does net need to be multiplied to arrive at a weighed score), these columns in the related matrices found in R9-28-
304(D) were of little use since the notation “not applicable” was contained in ali rows. For clarity, these columns in the R9-
28-304(D) matrices have been deleted from the adopted rules,

Change 5. The Administration added language in R9-28-302(J) to read, “The physician shall review the PAS instrument and
available medical records and use the person’s professional judgment in determining whether the individual is at risk of insti-
tutionalization. At minimum the physician shall consider the following:

i.  ADL dependence;

Continence;

Orientation;

Behavior;

Medical conditions; stability, prognosis;

Medical nursing treatments including skilled monitoring, medications, therapeutic regimens;
Supervision requirements;

Caregiver skill, training requirements; and

WO N S L b W

Other factors of significance to the individual case.

If the physician is unable to determine eligibility from the PAS instrument and available medical records, the physician may
conduct a face-to-face review with the individual or contact others familiar with the individual’s needs, including primary
care physicians or other caregivers. If the reviewing physician recommends overturning the eligibility determination of the
initial assessor, the physician shall state the reasons for that decision in the comments section of the instrutnent.

Change 6. Finally, when the above-described revisions to the adopted rules were being made, the agency took the opportunity
to replace in rule language the term “developmentally disabled individuals” with the more generally accepted term “individu-
als with developmental disabilities” as appropriate, a suggestion made by advocates. This was done for consistency within
Chapter 28 since this change is alse being made in current proposed rulemaking involving most of the other Articles in the
Chapter. g

1. :

Rulemaking on these rules had begun earlier this year but, due to an administrative technicality, it had to be terminated and begun
again (see Notices in the May 31, 1996, edition of the A. A R.). During that prior rulemaking action, comments were received from
interested parties, either orally at public hearings and/or in writing, regarding the proposed Arizona Long Term Care System
(ALTCS) preadmission screening (PAS) rules. As described in item 9, above, the Agency has made some revisions to proposed

rule language based on these comments. Overall the comments that were received can generally be grouped into the following 7
broad areas.

I} Affect on ALTCS Eligibility/Percsived Number of Persons Being Discontinued or Penied Enrollment into ALTCS. Com-
menters were concerned that the PAS tool would raise eligibility thresholds so less people would be determined eligible for
ALTCS. The agency noted that the PAS is a tool to determine medical eligibility for the ALTCS program and was not revised
to raise eligibility thresholds. Revisions to the tool were made to comply with the HCFA-approved AHCCCS waiver and to
appropriately address the needs of EPD and developmentally disabled populations in determining their “at risk” status. This
area of concern is further addressed in the Concise and Explanatory Statement,

2) Definitions, Clarity, and Understandability, The Administration will revise language in R9-28-302(C) to better clarify who
employs the PAS assessor. Most of the remaining cornments regarded specific definitions or why a term was defined differ-
ently for the 2 populations served by ALTCS: the elderly and physically disabled (EPD) and individuals with developmental
disabilities. Agency responses discussed why different definitions are appropriate and necessary to distinguish between the
unique characteristics of these 2 groups. For example, the definition of “dressing” varies for a 66 year old EPD member ver-

sus a 3 year old member with developmental disabitities, since the latter would probably always need assistance in selecting
and putting on ciothes.

There seems to be a misconception that the complexity ar simplicity of an eligibility process inherently makes the process
“good” or “bad”, and that complex eligibility processes are not understandable. The Administration believes it is critical to
have a tool that is statistically reliable and valid to identify appropriate populations to be efigible in an objective and consis-
tent manner. Statistical tools incorporate such methods as bi-variate and multi-variate modeis which means that the process
will be more complex. The Administration believes that any complexity in the revised PAS process is a by-product of its abil-
ity to more effectively and appropriately identify applicants who have characteristics which indicate a need for the level of
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care provided in a nursing facility or ICF-MR. Complexity does not necessarily mean the process is not understandable. The
rule language identifies the steps (for example, who is eligible, criteria that are scored) with which interested parties must be
familiar in order to understand the requirements for eligibility. The rule language also identifies circumstances where the
applicant’s PAS score does not meet the threshold, and for which physician consultant review may be used to determing, if the
applicant’s unique functional abilities or medical conditions necessitate the level of care provided in a nursing facility or ICF-
MR. This area of concern is further discussed in the Coneise Explanatory Statement.

Transitional Program. The Adminisiration received comments related to the ALTCS Transition Program. Responses indicated
that this program is addressed in R9-28-306 which is not included in the proposed rules being reviewed at this time. However,
after discussions with the various stakeholders, AHCCCS understands that the stakeholders would like to have the ALTCS
Transitional Program expanded to include new applicants, rather than just members being reassessed. Expanding the Transi-
tional Prograrm would complement the ALTCS program, however, expansion of the Transitional Program requires legisiative
and/or Health Care Financing Administration (HCFA) approval. If AHCCCS wants federal funding for the program, HCFA
approval would be required. In addition, HCFA has been clear that its approval of the Transitional Program was contingent
upon the full implementation of the revised PAS process for the developmentally disabled population.

Statutory Authority. A commenter questioned the agency’s authority to not complete a PAS assessment ona hospitalized per-
son unless discharge is anticipated within 7 days. Under the AHCCCS waiver from the federal government, hospitalized indi-
viduals and others not requiring long term care are excluded from the optional institutionalized eligibility categories.

Standards for Physician Reviews. There were comments received concerning the referral of cases from PAS assessors to phy-
sictans for medical review, information used in making assessments and the degree to which clinical and professional stan-
dards should be specified in rule. To address some of these concerns AHCCCS will revise the proposed rule language in RS-
28-305(R). Some commenters suggested that the specific standards used by physicians when reviewing PAS assessments be
in rule. The Administration responded that it is impossible to specify clinical and professional judgment in rule since there
will be times when individuals will present with unique combinations of medical needs and a physician will need to apply
professional medical and clinical judgment. Specifying specific standards for this judgment in rule would be impossible as
well as limiting and ultimately detrimental to the individual. This fact was recognized and acknowledged by the Attormney
General’s office when the emergency PAS rules were approved. The established guideline used by a physician in determining
eligibility for the program is that the medical and functional needs of the individual place him or ber at risk of institutionaliza-
tion in a nursing facility or ICF-MR. To apply the statutory standard, the physician is using his or her medical judgment based
on years of education and experience. The physician is required by rule (R9-28-302(J)) to document the basis for the final
decision. The Administration clarified that at a minimurn the physician shall consider certain categories of information listed
in the rule to make a decision.

Not Related to the Scope of the Rules and Recommendations. There were comments received that did not relate specifically
to the scope of the rules in question or were recommendations regarding issues that, again, did not relate to the proposed
rules,

Scoring Methodology as it relates to Autism (all ages) and Mental Retardation (6-11 year olds). The majority of comments
dealt with the validity of the PAS assessment tool and the scoring process. The agency responses described the significant
effort that went into first developing age specific PAS tools and then pilot testing the process and affirmed the agency’s belief
in the validity and effectiveness of the tool. The final PAS tool represented over 2 years worth of field research, data analysis
and testing on multiple populations.

The PAS for individuals with developmental disabilities was developed during a several year process involving representatives
from AHCCCS, DES/DDD, the provider community and state and national experts on the MR/DD population. The overall
approach is described in detail in the January, 1995, report, “Development of the Pre-Admission Screening for the Developmen-
tally Disabled” and discussed further in the Concise Explanatory Statement. In summary, the following steps were taken:

-

An expert advisory group consisting of AHCCCS, DES/DDD, and provider representatives was formed to evaluate the exist-
ing PAS and to make recommendations for its revision/replacement;

The panel conducted an exhaustive literature search, reviewed other PAS instruments from around the country, and uitimately
developed a framewark for a new DD PAS that measures variables of importance to MR/DD individuals, while segmenting
the population into 4 age cohorls;

The panei produced 8 drafts of the PAS instrument, each time refining and improving the previous version;

Draft 8 was used to conduct a pilot study, during which the data was collected from 500+ individuals, (current ALTCS as well
as person denied or who had never applied due to expectation of denial), and analyzed to determine the best combination of
variables to be used in measuring need within each age cohort. It is important to note that the PAS “pilot study” was actually
several studies. After the initial pilot study was completed, and preliminary PAS instruments developed, the agency con-
ducted a number of foliow-up-tests to further refine and validate the instruments; '

Over 200 different combinations of variables, or “models” were tested across the 4 age cohorts, before the agency concluded
it had found the best possible methodologies for predicting need for Title XIX services;

After this “quantitative” analysis was complete, clinical staff from the agency examined case records in detail, to verify the
reasonableness of the new PAS and to recommend refinements; and

The PAS development process also was reviewed by a panel of national experts on developmental disabilities, who provided
guidance on, and affirmation of, the agency’s approach.
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During the pilot study, AHCCCS evaluated ali variables for all age cohorts, with the objective of finding the combination of vari-
ables within each age cohort that best predicted the need for Title XIX services. In performing this type of “targeted” analysis, the
agency found that some variables were very strong predictors of need for one cohort, but less so for others. Usually, when this
occurred, it was because some other sets of variables that measured the same functional characteristics were better able to predict
need for the iatter cohorts and so including the poorly performing variable would have been duplicative.

For example, a diagnosis of mental retardation (moderate, severe, o1 profound) was found to be a powerful predictor of need for
Title XIX services among 12+ year-olds, but not among 6-11 year olds. Instead, the need for 6-11 year old scoring methodology
includes communication and behavior variables not used for 12+ year olds, but which measure many of the same characteristics.
While the agency could have elected to have a uniform set of variables for all individuals with developmental disabilities, this type
of “one size fits all” approach would have resulted in a weaker PAS for each of the cohorts and would have produced denials for
persons who are qualifying for the program today.

Despite the greater efficacy of having different scoring methodologies for different age cohorts, the agency was cognizant of the
potential effect this could have on individuals “aging out” from one group to next. To determine how weil the different methodol-
ogies “fit” together, the agency evaluated 11 year olds in the pilot study using both the 6-11 and the 12+ methodologies. The 2
methodologies produced identical eligibility results, supporting the notion that the 2 scoring approaches are sound even if based on
a different combination of variables. '

It should be noted that a recent in-depth review, HCFA’s contracted evaluator of the AHCCCS program (Laguna Research Associ-
ates) concluded that the revised PAS is “...doing an excellent job of targeting eligibility to those at risk of institutionalization™.
Implementation of the revised PAS process provides assurance that persons requiring the level of care provided in a nursing facil-
ity/ICE-MR are eligible for the ALTCS program. (In fact, more children with developmental disability are eligible through the
revised PAS process, and fewer children have to be referred for physician review through the revised PAS process.)

11. y_othe
Not applicable.
1. . . I .
Section 1902(e)(9) of the Social Security Act (01-01-95) - R9-28-302(D).
PAS instrument for ¢lderly and physically disabled individuals (10-92) - R9-28-303(B).
PAS instruments for individuals with developmental disabilities (8-95) - R9-28-304(C).
13. dopted as an.cmergenc 2? o, indicate the Resi itati

4 i e previo Y 2
1 AAR. 1119, July 21, 19%
2 A AR. 803, January 26, 1996
14. The full text of the rules follows:

TITLE 9. HEALTH SERVICES

CHAPTER 28. ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM (AHCCCS)
ARIZONA LONG-TERM CARE SYSTEM

ARTICLE 3. PREADMISSION SCREENING

Section

R9-28-301.
R9-28-302.
RO-28-303.

RG-28-304

RO-28-305. Reassessments ' boll e referre
ARTICLE 3. PREADMISSION SCREENING physician-for the-determination-of-medical eligibility-

Volume 3, Issue #8 Page 512 February 21, 1997




Arizona Administrative Register

dependentind

a2

R

Notices of Final Rulemaking

e 1 as high fiber | .

bt S 32k 3~ 1 - I S o

fope

FE B

3
72

E
E

i
&

February 21, 1997

Page 513 Volume 3, Issue #8



Arizona Administrative Register

FE

Bk B F BP

B

Volume 3, Issue #8

Notices of Final Rulemaking

Page 514

21, “B “- ] Sl Ay s i. .1 !, ] .]. }E
] . i 1 . ] . -
iallv desi ] ] .
22, “B]l : 1 x 3 E : .
. s 1 . ] E . . . -~

February 21, 1997




Arizona Administrative Register
Notices of Final Rulemaking

Volume 3, Issue #8

Page 5135

February 21, 1997



Arizona Adminpistrative Repister

A

Volume 3, Issue #8

Notices of Final Rulemaking

mmmmmmﬂw.j.ﬁ.ﬁ.l -

1 The intake informaii Tioits. informati

i Sensory skilis:
i Medicat servi

Page 516

February 21, 1997



Arizona Administrative Register
Notices of Final Rulemaking

ICE-MR level, meat

than 30 and a medical score equal to or greater than Medical Bof Points || Weight || Range of
13, the individual is deemed fo require care that is Assessment Ax;ﬂdible_ (W) Possible.
. ; o : Weighted
de{f ndividual i ﬂn‘gmm 5 3 Hi }:l' ﬂ&lﬁ_‘l_ﬁl.] Group 1 Question® Score Per
lessthan 60: [1:4) Question
A functional score equal 1o or greater than 30 (PIx(W)
; iehted from the orientatl - A TeTial Conditions Sech :
nmmquaug_ongmammhan.ﬁ._thmdmﬁuaha Paralvsis/Sclerosis | 0-1 3.00 0-3
mszMRJmLm Dementia
and_the._individual is ;assigncd at least 2 points Services and Treatments Section
: o in the hohavi - B Ny
individual is deemed to require care that ispro- || Qccupational 01 0.50 0-5
i ] 0 facili ICF-MR lovel
[N Mﬁgﬂnm&mmﬁﬁmjlmmmbﬁnmmm Therapy
Qxygen, Small
i #ofPoints j| Weight | Rangeof Volume Nebulizer, || 01 150 Qorls
Available (W) Possible Tracheostomy
Per Weighted C P |
Question’ per Question Drainage, Respira-
® tory
" - IWI%I ThcraDV
: Diug Regulation |01 200 [Oor2
0-3 3.00 0:15 Decubitus  Care,
Wound __ Care,
0-6 250 0-15 Ostomy Care, 01 300 |Qar3
0=t =1 375 0-15 Ee.ﬁdmﬂbﬂ
and/or _Parenteral,
Catheter Care
= 4 2 Other Ostomy Care,
3 167 3 Dilysis, __Fluid
0-4 0.50 -2 Intake/Outnut
Fenchine Tz
Q-1 Q Q Program, . Bowel/]]0:1 4.00 Oor4
= Bladder Program,
Yision 2 175 35 R ¢ Moti
3 1167 is Other . Rehabilita-
Orientation Section tive Nursing
Person, Place, Time || 0=3 L6863 Il || Restraints
Per Weighted. Group 2 Question Score Per.
Question® Score &) Question!
® Pra (W) ‘Drig Regulation 110-1 200 Qo2
Emotional/Cognitive Behavior Section
: Program, ... Bowel/ || 0=
Assmsion. SOEN03 . [[L0  [03 L1 &80 jark
e Soicidal Bladder Emgx‘am,
Wandering Rangg__ef_Monﬂn.
Other . Rehabilita.
Disruptive Q-3 3.00 0-9 tive Nursine
l E - } * ic - - ] N . " CE} H : al {CE :"
cal)
February 21, 1997 Page 517 Volume 3, Issue #3




Arizona Administrative Register
Notices of Final Rulemaking

. - . - oo i 1vi ! i i ili i "
mmmm_ass&ssumatﬂgomhimmmsmauhummm i mdmduaiiommanmmfmw ication, including claritv of .

MSMBMMW&UWL section (I, under the  Functional Ass_essmgn;
mgmmmathglmmJatthgm.shamnng,ﬁ | rcparation. om ity s e d. Eorindividuals 6 months of age up to 3 vears of age,
including_expressive verbal communication, . ;
1 Asscssmsmmatmx.r : licits information of
. ; - an insividual's:
iii. Behavior, including ageression, verhal or phys- 2. Medioal conditions, .y
ical t ne hehavi 1. imiurions hehav. Specific services and treatments the individual
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indicated in_subsection (D) tor 1 a T ¢ an individual’s.§ | !
Medical Assessment matrix. scores equals the total score,
e . e x b_. I]}QIQiﬂi SCOLe, l.S gnmpazgdmaa QSIﬂh!iShﬂd th.QSi]'
WPWWD ndividual conrod for physicl mﬂumww hilities. the threshold is 40 T} o
. I I - » - i
c - o th dev o :
Mmmmmmw.;” 1955, (and - i - MWW i :
ments), are incorporated by reference and arg.on file withthe D The following tables represent the number of points available
WWMMMW PAS i ; oted. 1 ] l and the weight for each scored guestion,
assessor are used fo calculate 3 scores: a functional score, a
Jical 1 ] AGE GROUP 12 AND | #of Points }Iixgh Range of
L a nmmmmjmmmm Per W) | Weighted
; " ; Question! Score
Each answer is assiened a number of points. For || Functional Assessment ® Per
plied by a weighted numerical value resuiting in a By x (W)
weighted score for each question. The weighted Independent Living Skills Section
ﬂmmmmfmﬂwmmw i ie imple- ration
importance of information on that instrument in pre- Eating, . Dressing, Per-
e hott individual he criferia of
| ARSSIGINE sonal Hyglens e T
The sum.of the weighted scores equals the func- Communicative Skills and Coguitive Abilities Section
. . - Associating Time, | 0-3 0.30 0-15
WWMW d - ¢ notional : ] R I
group is presented below: Instructions.
Behavior Sechi
AGE RANF&?E MAXIMUM Aggmssmn, 0-4 2.80 0112
WEIGHTED SCORE Injurious
QUESTION - Besistive. 0-3 330 0105
121 0—11-2" .1.24‘.1. 1. . . . . .
02 0-14 200 lent > & -SEVErC Impalr-
¢ Therei .. fnctional ; .
be attained. AGEGROUP12 | #ofPoints | Wsight | Rangeof
2. Medical score. AND OLDER Available. | W) Possible
X T fical i< based on inf ion ohtained : Per. Weighted
in.the medical assessment category, Eagh response Medical Assessment .1 Scare
T : — ;  noints. Ti Quegl)nn Per
score attainable by ar individual is presented below: Medical Conditinns Section
Cerebral Palsy, 0:1 0.40 Q-4
RANGE OF MAXIMUM Epilepsy
AGE POINTS MERICAL Moderate, Severs, | Q=1 20.60 0-20.6
GRQUP PERITEM SCORE Profound  Menial
ATTAINABLE Retardation
2+ 0206 214
£-11 0-25 30 LThe lowest value in th £ noi itabl _
02 0-7.0 443 does not have the medical condition or does not need or receive the
tical ; X - . the hig!
b Thersis o minimum medical score that needstobe  value, 1, indicates that the individual does have the medical condic
ned X i : el Sical ; N )
3.  Total score. ment.
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_LIi ] i - i E - ii} . .
] E " ] - ]. s i . fg

msent.

11 Axailable. %) Paossible Available W) Possible
Per. mm@ém. Per. L Weighted.
Q_lmstiﬁnl . Question Scere
Assessment P)x (W) Question
Independent Living Skills Section . F)x.)
Wheelchair Mohil- Developmental Milestones Section
Ambulation, Dress- | 0:4 150 0-6 an___Individual's
ing,. Bathing, Toi- Degree of
leting_ Functional Growth
T oy Toiletng Dressing Q-4 [390  [0436 ]
Communication Section Behavior Section
Clarity 04 150 0:6 Aggression, 04 1.00 0-4
c + : ] UL
Dismuntive 03 750 0255 the functional assessment category indicates minimal to no impair-

) lv._the hiok e indi A .
ment

AGE GROUP #of Points | Weight Range of
6-11 Availahle M) Possible
Per Weighted.
Question! Sm'
Medical @ Per Question
Assessment Ex (W)
Medical Conditions Seoi
Cerebral Palsy, Bpi- § -1 250 025
| lepsy

Volume 3, Issue #8

AGEGROUP3-5| #of Points | Weight Range of
. Available (W} Possible
Ai‘f:s‘l’:;’m Per Weighted
Question’ Score .
®) Per Question
(P) x (W)
Nodical Conditions Sect -
Moderate, _Severe, | 01 1480 0:-14.8
Profound . Mental
Retardation
Medical Stabilit Seeti
Direct _ Caregiver | (-1 4,10 0-41
Required.  Snecial
Diet
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